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State of Illinois
Department of Healthcare and Family Services
Prior Authorization Request Form - Initial
Chronic Hepatitis C 
Identification Information
Fax Completed Form: 217-524-7264                                                Additional Information: 800-252-8942
 Patient information (required):
Physician Information (required):
(Requests from residents, medical students, non-physicians
and pharmacists will not be accepted)
Pharmacy Information (if available):
 Contact person for this request (required):
**HFS will only cover one trial of Sovaldi treatment per patient lifetime**
Prescribing Information
Clinical Information
NDC #: 00085136801
NDC#:  00085129101
NDC#:  00085130401
NDC#:  00085127901
NDC#: 00093722758
NDC #: 61958150101
NDC#: 00085132302
NDC#: 00085131601
NDC#: 00085129702
NDC#: 00085137002
NDC#: 00093723281
NDC#: 59676022528
YES
NO
1.  Is patient ≥ 18 years of age and enrolled in IL Medicaid?
2.  Does patient have diagnosis of chronic hepatitis C infection genotype
     1, 2, 3, or 4, confirmed with quantitative HCV RNA level?  
	a. Please list genotype here:
	b. If genotype 1a, is patient negative for NS3 Q80K polymorphism?
3.  Is the patient treatment naïve?  
         a.  If no, did the patient have a partial response to previous therapy? 
	b.  If no, did the patient have a null response to previous therapy? (non-responder)
	c.  If no, did the patient have a relapse after previous therapy?
	d.  Please list previous treatment regimen here:
YES
NO
4.  Does the patient have documentation of stage 4 hepatic fibrosis (metavir score F4) or alternative equivalent?
5.  If patient is female, has the provider confirmed that the patient is not pregnant?
6.  If patient is male, has the provider confirmed that the patient's female partner is not pregnant?
7.  Is the patient mentally competent and able to make appropriate decisions about treatment and capable of completing therapy, in your opinion?
8.  Does the patient have End Stage Renal Disease requiring dialysis?
9.  Does the patient have severe kidney disease with glomerular filtration rate less than 30 mL/min?
10. If genotype 1, is there a contraindication to pegylated interferon therapy?
	a. Please list contraindication here:
11.  Does the patient have any evidence or known malignancy of any body organ diagnosed within the last 12 months or currently receiving or planning to receive chemotherapy or radiation therapy?
12.  Has the patient completed pre-transplant evaluation and currently awaiting transplant?
	a.  If yes, has patient been cleared for liver transplantation by HFS?
	b.  If yes, does patient have hepatocellular carcinoma?
	c.  If yes, does the patient meet Milan criteria?
13.  Has the patient had an orthotopic liver transplantation?
14.  Does the patient have evidence of known terminal disease, with life expectancy of less than 12 months, or is he/she currently enrolled in hospice?
15.  Is the patient taking antiepileptic drugs, rifampin, St. John's Wort or other prescribed over-the-counter medication known to be harmful as listed in package insert while taking Sovaldi?
16.  Is the regimen requested FDA-approved?
17.  Is there evidence of substance use diagnosis or treatment (alcohol, illicit drugs or prescription opioids and other drugs listed on the schedule of controlled drugs maintained by the Drug Enforcement Administration) by the patient in the past 12 months based on prescriber's knowledge, medical record, an Emergency Department visit, an urgent care clinic, a physician's office or practice or another setting?
         a.  Does the patient have a documented negative standard urine drug screen report within 15 days prior to submission of prior approval request?
18.  Is there a history of full or incomplete course of Sovaldi treatment ever in the past?
	a.  Have you advised the patient that he/she may only receive one trial of Sovaldi per lifetime?
19.  Is the provider aware a full course of Sovaldi will usually consist of 12 weeks of therapy? 
         a.  Does the provider agree to submit additional information to justify a request for more than 12 weeks of therapy?
20.  Is the patient and provider aware that Sovaldi will be dispensed with a maximum quantity of 14 tablets per pharmacy fill?
21.  Is the patient and provider aware that non-compliance with regimen or patient's failure to obtain refills every 2 weeks will result in discontinuation of prior approval and no further therapy with Sovaldi will be approved by the department?
22.  Is the patient and provider aware that lost or misplaced Sovaldi will not be replaced and further treatment with Sovaldi will not be approved?
23.  Does the provider hold an unrestricted license to practice medicine and is currently enrolled as an Illinois Medicaid Provider?
YES
NO
24.  Is the request being made by a board certified gastroenterologist, transplant hepatologist or an infectious disease specialist?
	a.  If no, has a consultation with a board certified specialist in gastroenterology, transplant hepatology or infectious disease been completed within the past 3 months and submitted with this form?
		i.  Was Sovaldi recommended by that specialist?
25.  Does the provider agree to obtain all recommended tests and to monitor therapy with Sovaldi for the entire duration of therapy?
26.  Does the provider agree to submit progress notes and HCV RNA level to HFS on patients prescribed Sovaldi within the first 8 weeks of therapy, again at completion of therapy and at 12 months post-treatment?
27.  Is the patient committed to treatment as evidenced by a signed treatment plan including the following information?
         a.  Anticipated dosing plan and required follow up schedule with prescriber.
         b.  Description of schedule by which patient will obtain refill prescriptions at the pharmacy (every 14 days). 
         c.  Information on how to reduce risk of exposure and transmission of disease.
Required Initial Documentation
1.   Clinical documentation of chronic HCV and specific genotype.
2.   Clinical documentation of stage 4 hepatic fibrosis (metavir score 4) or equivalent.
3.   Clinical documentation of initial diagnosis and quantitative HCV RNA level.
4.   Baseline HCV RNA level.
5.   Patient's signed commitment to treatment plan including:
         a.   Anticipated dosing plan and follow up schedule for patient with provider.
         b.   Description of schedule by which patient will obtain refill prescriptions at the pharmacy (every 14 days).
         c.   Information on how to reduce risk of exposure and transmission of disease.
6.   Negative urine drug screen results (within past 15 days).
7.   Negative pregnancy test results.
8.   Documentation of specialist consultation if applicable.
9.   Progress notes and HCV RNA level within the first 8 weeks of therapy, at completion of therapy, and 12 months post-treatment.
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